Objective: To assess the pattern of and factors associated with outpatient clinic attendance among patients diagnosed with schizophrenia at a Nigerian psychiatric hospital. Method: This was a cross-sectional descriptive study of 313 consecutive outpatients with diagnosis of schizophrenia confirmed with the Structured Clinical Interview for Diagnosis (SCID). Data was collected on sociodemographics, clinic attendance, perceived social support, perceived satisfaction with hospital care and illness severity (assessed using the Brief Psychiatric Rating Scale, BPRS). Logistic regression analysis was used to identify factors associated with outpatient clinic default. Results: Overall, 20.4% respondents were defaulters, with a median duration of clinic nonattendance of 8 weeks. Outpatient clinic defaulters had significantly higher BPRS scores and had missed more outpatient clinic appointments compared with non-defaulters. A significantly higher proportion of defaulters resided more than 20km away from the hospital and reported "not satisfied" with their outpatient care. Being financially constrained was the commonest reason given by defaulters for missing their clinic appointments. The significant predictors of outpatient clinic default included residing more than 20km from the hospital, missing previous appointments and dissatisfaction with outpatient care. Conclusion: Outpatient clinic non-attendance is common among patients with schizophrenia, and is significantly associated with demographic, clinical and service related factors. Interventions targeted at addressing the risk factors for defaulting peculiar to developing country settings similar to the location of this study, could significantly improve treatment outcome.
Introduction
Outpatient clinic default in psychiatry is twice that in other medical specialties and is associated with poorer illness outcomes. 1, 2 Rates of treatment default as high as 30% to 40% have been reported in the United States and the United Kingdom and from developing countries. [2] [3] [4] [5] Aside poorer clinical and social outcomes, treatment default exerts a huge toll on families and society, one estimated at $ 100 billion a year in the US. 6 While research has implicated a host of factors as predictive of psychiatric clinic default, findings have largely been inconsistent. 2, 4, 7, 8 In many low resource countries, the role of the family in support and care of persons with mental illness is of utmost importance. 9 Recently, a study from Nigeria found family involvement in care to be protective against clinic default. 10 However, in the aforementioned study, family involvement was assessed using criteria that may not reflect family support as subjectively perceived by the patients. Also there is a paucity of studies in the Nigerian setting regarding the influence of patient satisfaction with care on clinic attendance. In the present study, we assess the role of family involvement -as subjectively perceived by patients -on default and the association between patient satisfaction with care and clinic non-attendance. Since persistent outpatient clinic default may lead to eventual disengagement from outpatient services, we also examined patients' regularity of clinic attendance in order to identify an at-risk-population that may benefit from interventions aimed at reducing outpatient clinic default.
Methods

Setting
The study was cross-sectional, involving patients attending the psychiatric outpatient clinic of the Neuropsychiatric hospital, Aro, Abeokuta, Nigeria. The hospital is a 526-bed facility that renders services to patients from Nigeria and other West African countries. Outpatient clinics are run four days a week. As such, patients who missed their prior scheduled follow-up appointments have the opportunity of attending on other clinic days within the week or at most the following week.
Sample/data
The sample size for this study was determined using the formula for calculating minimum sample size and 32.8% prevalence of outpatient clinic missed appointments reported by a previous study in Nigeria. 11, 12 Eligible patients were those aged 18 -64 years, who had attended the clinic for at least 6 months prior to the study ( i.e. no new referrals), who had a diagnosis of schizophrenia confirmed using the Structured Clinical Interview for Diagnosis (SCID) and had at least one scheduled appointment during the study period. Severely disturbed patients and patients too ill to give coherent responses to questions were excluded from the study.
Using these inclusion criteria, 324 consecutive outpatient clinic attendees with a Diagnostic and Statistical Manual For Mental Disorders, Fourth Edition (DSM-IV) diagnosis of schizophrenia were approached and invited to participate in the study between June and November 2010. Out of these, 313 patients fully met the SCID diagnostic criteria for schizophrenia, while 11 patients did not and were excluded from the study.
Patients who failed to keep their clinic appointments on the scheduled date and who did not re-attend within two (2) weeks following this date were operationally categorized as "defaulters". "Defaulters" who subsequently presented in the clinic during the study period were recruited onto the study and interviewed on the reasons for missing their previously scheduled appointments.
Although appointment intervals given to patients at the clinic vary based on patients' needs and on other factors such as distance of place of residence to the hospital etc., clinic visits are generally scheduled such that over a period of 6 months, a patient would have had at least four outpatient clinic appointments. Hence, in this study, respondents' regularity in attending the outpatient clinic was based on their attendance of the last four clinic appointments given and was categorized according to the following operational criteria: i. Very regular: No appointments missed of the last four given ii. Regular: Missed one appointment of the last four given iii. Irregular: Missed 2-3 appointments of the last four given iv. Very irregular: Missed all last 4 appointments. Support received from family was measured on a Likertlike scale, as "good", "fair", or "poor", and satisfaction with the outpatient clinic services as "very satisfied", "moderately satisfied" or "not satisfied". Information was also collected on sociodemographic data, distance of patient's home from the hospital, living arrangement (i.e. whether living alone or with other people like family members, friends, and relatives etc.) and clinic appointment interval. The severity of psychopathology was rated using the Brief Psychiatric Rating Scale. 13 
Data analysis
Statistical analysis was done using the Statistical Package for Social Sciences (SPSS) version 15 (SPSS Inc, Chicago, IL, USA). Group comparisons were done using chi-square statistics for categorical data and student t-test for continuous variables. Logistic regression analysis was done to determine factors associated with outpatient clinic default. Predictor variables included in the logistic regression model were sociodemographic and clinical variables that had an association with defaulting at 0.05 level of significance. Odds ratios and 95% confidence intervals were presented for the identified predictors.
Ethics
The study was approved by the Ethics and Research Committee of the Neuropsychiatric Hospital Aro, Abeokuta, Nigeria. After a detailed explanation of the study, respondents provided consents, mostly verbal but sometimes signed, before interviews were conducted. Consenting patients with case note diagnosis of schizophrenia were first interviewed using the SCID. Patients who met the diagnostic criteria for schizophrenia based on the SCID were then administered the socio-demographic questionnaires, followed by the the Brief Psychiatric Rating Scale (BPRS). The interviews were conducted after patients' routine clinic consultations.
Results
Of the 313 study participants, 163 (52.1%) were male. The mean age was 39.5 (±10.71) years. Most respondents were single (44.4%), had employment (60.7%), and had up to secondary school education (36.1%). A total of 183 (58.5%) respondents had clinic appointment intervals between 5-12 weeks, 108 (34.5%) had appointment intervals ranging from 1-4weeks, and twenty-two (7%) had appointment intervals greater than 12 weeks. The duration of respondents' illness ranged from 7 months to 43years with a median duration of 9.0 years. Three (1.0%) of the respondents had been ill for less than 1year, 77 (24.6%) for 1-4years, 92 (29.4%) for 5-9years and 141 (45.0%) for ≥10 years. One hundred and sixty eight (53.7%) respondents had no previous psychiatric hospitalizations, while 145 (46.3%) had one or more previous admissions.
One hundred and fifty three (48.9%) lived more than 50km away from the hospital, and the majority (87.9%) lived with family and relatives. Most (68.1%) rated the support they enjoyed from family as "good", and majority (79.2%) were "very satisfied" with the outpatient clinic care. Overall, 64 (20.4%) respondents were categorised as defaulters while 249 (79.6%) were non-defaulters. Duration of clinic nonattendance among the defaulters ranged from 3 -364 weeks with a median of 8 weeks. Mean Brief Psychiatric Rating Scale (BPRS) score for defaulters and non-defaulters was 7.09 (±8.49) and 3.48 (±5.03) respectively. Table I shows the distribution of outpatient clinic attendance and reasons given by defaulters for missing their appointments.
Respondents who resided less than 20 km from hospital were significantly less likely to be clinic defaulters compared to those who resided either 20-50km away or more than 50km away from hospital (p=0.014). Compared to non-defaulters, defaulters had significantly missed more clinic appointments (t= -5.091, p= <0.001), had higher BPRS scores (t= 4.374, p= <0.001) and were more dissatisfied with their outpatient care (χ 2 = 0.624, p= 0.003).
[ Table II ].
All variables significantly associated with outpatient clinic attendance in the univariate statistical analyses (BPRS score, distance from the hospital, satisfaction with treatment and number of missed clinic appointments) were entered into a logistic regression analysis (forward stepwise) to determine the independent correlates of outpatient clinic default. The result showed that only distance from the hospital, number of appointments missed and satisfaction with outpatient care remained significant in the analysis. The odds ratio and 95% confidence interval of independently associated variables are presented in Table III .
Discussion
This study found an outpatient clinic default rate of 20.4% in a sample made up predominantly of patients with long-standing diagnosis of schizophrenia. We identified a sub-sample of "habitual" defaulters (20.1%) who had missed two or more scheduled appointments before rescheduling. Regression analysis found factors associated with clinic default to be distance of home from hospital, number of appointments missed and satisfaction with outpatient care.
Our finding of a clinic default rate of 20.4% is lower than the 27.4% missed first attendance rate reported in a psychiatric outpatient clinic in Nigeria. 12 However, new and long-term followup patients differ in their pattern of clinic attendance, aside the fact that our sample consisted entirely of patients with schizophrenia. 2 An assessment of the outpatient clinic attendance pattern of all respondents showed that majority had missed at least one of the last four appointments given, comparable to the pattern of attendance reported in another study. 14 Defaulters in this study had significantly missed more outpatient clinic appointments when compared with non-defaulters. Missing previous outpatient clinic appointments has been reported as a predictor of future clinic nonattendance. 2 In the current study respondents who resided more than 20km away from the hospital were more likely to be defaulters than those residing less than 20km from the hospital. In addition, about 50% of the defaulters cited inadequate finances covering the cost of outpatient clinic visit as the reason for nonattendance. Indeed, majority of respondents in this study spent as much US $13 -$33 during each outpatient clinic visit, a cost which may be largely accounted for by the cost of transportation to the hospital, since almost half (48.9%) of all respondents resided more than 50km away from the hospital. The far distance of the hospital from their place of residences may add to whatever logistic and financial difficulties experienced by the patients in regularly keeping their outpatient appointments. Unfortunately, healthcare services, including mental health services, are largely provided on an out-of-pocket basis and there are no national social welfare schemes in Nigeria for patients with chronic mental illnesses, placing the financial burden of care on patients' relatives. 15 Hence, previous researchers in Nigeria have suggested a decentralization of psychiatric services and facilities through the establishment of functional community psychiatric practice as possible solution to reducing non-attendance rates in outpatient clinics. 5, 16 Outpatient clinic defaulters in this study also had significantly higher scores on the Brief Psychiatric Rating Scale, and thus more severe psychopathologies than non-defaulters. Outpatient clinic non-attendance is often associated with poor medication adherence, leading to poor mental state and failure of remission or recovery. In support of this finding was the observation by previous authors that outpatient clinic defaulters were more likely to have de-compensated in mental state at the time of presentation in the hospital and had a higher re-hospitalization rate than nondefaulters. 16 For such defaulters, worsening or recurrence of psychopathological symptoms and deterioration in their quality of life might have precipitated a need to re-establish contact with the outpatient clinic.
The finding that a significant proportion of those who were dissatisfied with their outpatient care were defaulters is consistent with previous studies. 17, 18 Logistic regression analysis showed that those who were either moderately or very satisfied with their outpatient care were less likely to default. However, the specific aspects of outpatient care defaulters found unsatisfactory were not explored and this is one of the limitations of this study.
No significant relationship was found between clinic attendance and living arrangement. This was surprising in that it would have been expected that clinic attendance would be better among those living with family members by way of supervision and providing reminders. Thus, it is possible that patients in this study who lived alone had higher level of self-management which could have manifested as a tendency to keep clinic appointments. However, further studies will be needed to substantiate this.
Some important limitations of the current study must be addressed. The cross sectional nature did not permit the determination of the direction of causality. Second, the findings may not be generalizable to other parts of the country -or continentbecause it was conducted in one outpatient clinic in one part of Nigeria. Third, perceived social support and patients' satisfaction were not assessed with standardised instruments leaving them mainly at the level of face validity. Lastly, the results of this study were obtained from patients still in contact with the outpatient clinic despite previous non-attendance. Possibly, a different result might have been obtained if those that had dropped out of the treatment programme completely were included in the study.
Notwithstanding the aforementioned limitations, the strengths of this study lie in its moderately large sample size, an improvement upon previous similar studies conducted in Nigeria and its focus on patients with schizophrenia -since most studies have tended to focus on those with common mental disorders. In addition, this study provided a broader outline of possible risk factors for clinic non-attendance by including service related factors such as satisfaction with outpatient care.
Conclusion
The current study further highlights the need for a decentralization of mental health services through the implementation of community-based psychiatry in Nigeria. A nationwide implementation of primary healthcare based community psychiatry program, together with government subsidy of medication and treatment cost, may improve patients' access to services and possibly promote treatment adherence. It also emphasizes the need for improvement in both professional and administrative service delivery offered at outpatient clinics as a way of improving patients' satisfaction with care which will eventually translate into improved clinic attendance.
